definite diagnosis in two patients and a presumptive diagnosis in a further three.
The ocular involvement was confirmed by vitreous cytology in only one patient: vitreous biopsies in three other patients yielded chronic inflammatory cells and no evidence of lymphoma. The condition responded poorly to steroids but well to radiotherapy. symptoms. All six patients developed cerebral disease; one simultaneously with ocular involve ment and the other five at periods ranging from 7 months to 30 months after ocular presentation.
Results
A. The ocular features are summarised in Table II. (1) Symptoms The predominant complaint in five patients was 'floaters'. These were variably described as 'black spots', 'jelly curtain', 'like being under water' and 'a large black net'. Patients 1 and 2 com mented on a marked diurnal variation in their symptoms at the start of the disease. tually abolished in the right eye. The flash VER was sub-normal in both eyes but only delayed in the left eye.
B. Non-Invasive Investigations
The results of these investigations are detailed in Table IV . The bone marrow examination was diagnostic in patients 1 and 5 and was abnormal in patient 3 but she had previously had a gastrectomy and these findings were probably secondary to this rather than a direct result of the lym phoma. CSF examination revealed the same atypical lymphocytes in the bone marrow in patient 1 together with a raised protein. (Fig. 3) Four patients (Nos. 1-4) received treat· ment for their ocular condition. Patients 2, 3 and 4 received systemic steroids (Prednisolone 80 mg daily reducing over 6 weeks): two noticed a slight improvement in one eye but no change in the other and the third patient's vision deteriorated from 6/60 to no perception of light during the course of treatment. These four patients received a course of radio therapy: (25 Gy): rapid visual improve ment occurred in four eyes, no change in three and one deteriorated. In all the eyes which did not respond to radiotherapy there was marked constriction of retinal vessels prior to treatment.
Discussion
The clinical features of our six patients corre late well with the many cases previously described. 6 Elderly patients present with large cells in the vitreous of both eyes associated with sub-retinal infiltrates and pigment epi thelial lesions progressing to attenuated reti nal vessels and optic atrophy. Variable JResults within normal limits.
-Investigation not performed. Sarcoidosis and Beh�et's disease are rare in patients over 50 years and usually present in the 2nd and 3rd decades. Sarcoidosis is classically associated with iris nodules, periphlebitis, disc oedema and pigment epi thelial defects. 8 Beh�et's disease may present with severe pan uveitis and frequently pro duces branch retinal vein occlusions, capillary leakage, and disc oedema. Retinal infiltrates occur which are in the superficial, retinal layers and resolve rapidly with steroids. 9 Patients with ocular lymphoma develop severe loss of visual function with relatively mild posterior uveitis early in their disease. Review of the clinical features of our patients showed constricted visual fields and reduced colour vision in addition to reduction in visual acuity. Fluorescein angiograms were per formed on four of our patients and revealed extensive pigment epithelial disease and con stricted retinal vessels; however marked leak age from the vessels, the optic disc, or macular oedema was not observed. Three reports of fluorescein angiography in ocular lymphoma describe diffuse pigment epithelial abnor mality in two patientslO.ll and no abnormality in one other. 12 These findings differentiate patients with ocular lymphoma from patients with uveitis due to other causes such as sar coidosis where colour vision and visual fields are usually preserved and macular oedema is the main reason for loss of central vision. 13 The clinical features of reduced colour vision and constricted visual fields suggest early involvement of the optic nerve and ret ina as the cause of visual loss. These obser vations are supported by histopathological evidence: tumour cells are condensed between the pigment epithelium and Bruch's membrane and infiltrating the optic nerve head to the level of the lamina cribrosa.1.I4.15.1 6 ,17 Perivascular cuffing is fre quently seen in the retinal blood vessels 6 but tumour cells rarely infiltrate the vessel walls. Involvement of the choroid with tumour cells is unusuaP8 but the iris, ciliary body and vitreous are often heavily infiltrated. 1 , 6 .1 6 Examination of cases with advanced disease show degeneration of the photoreceptor layer and the retinal pigment epitheliumll with glio sis of the optic nerve. 1.15 The tumour cells are characteristically large pleomorphic cells with (6) Poor response to treatment with systemic steroids.
Effect of Treatment on Visual

Causes of Endogenous Uveitis In 368 Patients
In patients with some or all of these fea tures, and particularly when associated with neurological signs, the standard 'uveitis sur vey' should be expanded to include:
(1) Bone marrow examination.
(2) Plasma protein and immunoglobulins estimation. 
